Using a large, U.S. dataset it is shown that children are more likely to receive needed mental health specialty treatment when women have greater decision-making power, as measured by an index of wife-favorable divorce laws and by the sex ratio at the time of marriage. Stratified analyses show that this effect is modified by the degree of marital conflict. Marriages characterized by high conflict conform more closely to the unified household model. The paper then presents a model of household decision-making consistent with these results that incorporates both objective determinants of bargaining power as well as the role of violent coercion in maintaining otherwise unsustainable equilibria. Implications for improving children's access to mental health treatment are offered.
A key area of inquiry has been around household decision-making for investment in children, where it has been shown in specific contexts that women are more dedicated to using resources for children's benefit than are men, and that accordingly children fare better in households in which the wife has greater decision-making power relative to the husband's. An improved understanding of how households make decisions about investment in their children holds considerable promise for improvements in specialty helpseeking for children with mental health needs.
Theoretical models of household decision-making
The canonical model in economics of household decision-making assumes that households speak-and buy and sell-with a single voice. Several alternative models of the household reject the assumption of unitary decision-making. Becker's (1973) model assumes that individual resources at marriage are pooled but then determine each spouse's access to what the marriage produces. Grossbard-Shechtman (1984) extends this insight by modeling the effects of marriage market conditions on allocation decisions throughout the marriage. Manser and Brown (1980) and McElroy and Horney (1981) , offer models that argue that household decisions emerge out of a bargaining process that integrates multiple, competing preferences and economic influences over each spouse's bargaining power. This literature has been extensively reviewed in several articles (Behrman, 1997; Haddad, Hoddinott, & Alderman 1997; Lundberg & Pollak, 1996; Manser & Brown, 1980; Strauss, Mwabu, & Beegle, 2000; Vermeulen, 2002) . Theoretical approaches have typically employed Nash equilibrium concepts, maintained by threat points that represent the opportunity utility of the partners outside of the marriage. In these models, the bargaining power of each partner is determined by what his or her utility would be in divorce versus what it is inside the marriage.
Considerable evidence exists that children's mental health problems are severely undertreated (Cohen & Hesselbart, 1993; Costello, Farmer, Angold, Burns, & Erkanli, 1997; Farmer, Stangl, Burns, Costello, & Angold, 1999; Haines, McMunn, Nazroo, & Kelly, 2002; Leaf et al., 1996; Verhulst & van der Ende, 1997; Zahner, Pawelkiewicz, Defrancesco, & Adnopoz, 1992) . Undertreatment for mental health problems is especially tragic, given that depression, attention-deficit, hyperactivity, and other mental health problems have been shown to interfere not only with children's current well-being, but also with educational attainment and future job performance, and therefore with future psychosocial and economic well-being (Krueger, Caspi, Moffitt, & Silva, 1998; Mannuzza, Klein, Bessler, Malloy, & Hynes, 1997; Velting & Whitehurst, 1997) .
The decisions to seek treatment for children's mental health issues occur in an environment unlike other health care decisions for children and even unlike adult mental health treatment decisions. For this reason, the study of the socio-economic determinants of children's mental health services use is particularly important. This paper advances that research agenda by testing the role of marriage market factors in treatment decisions.
The rest of this paper is organized as follows. After a brief overview of the separate literatures on intra-household decision-making and on investment in children's mental health in Section 2, Section 3 presents an empirical model testing whether marriage-market factors affect the decision to seek treatment for a child's mental health needs. Section 4 presents the data source and variable definitions, and Section 5 presents results of the empirical estimation. Section 6 concludes with some conceptual implications presented in the form of a theoretical model as well as implications for improving children's mental health care.
2 Intra-household decision-making and investment in children's health and development
The literature on intra-household decision-making argues that wives with more individual resources and/or more favorable marriage-market conditions at marriage and/or better threat-point utilities would be expected to achieve outcomes in household spending decisions that are more in accord with their preferences. Similarly, the marriage-market models argue that wives in marriage markets in which women are relatively scarce tend to achieve outcomes in line with their preferences. It has generally been assumed that women are more interested in their children's welfare than are men. To detect a non-unitary allocation mechanism here it is not necessary that all men be indifferent to their children's mental health-only that a substantial portion of fathers be less sensitive to the need for treatment than are mothers.
There has been a small but provocative body of research to suggest that fathers and mothers indeed have different preferences for their children's mental health treatment, particularly for Attention-Deficit and Hyperactivity Disorder (ADHD). Zimmerman (2005) finds that controlling for family income, insurance, the number of adults, the child's symptom-level, and other covariates, children in households with the father present are about half as likely to obtain needed mental health treatment as those with the father absent. One important study reports the results of interviews with 39 mothers and 22 fathers of boys currently being treated for ADHD (Singh 2003) . Because all the children were in treatment, none of the fathers in the sample were categorically against treatment. But only 32% of the fathers had participated in the process of assessment and treatment. Moreover, the researchers placed the fathers into three categories according to their acceptance of treatment for their sons. The majority, 59%, were categorized as ''reluctant believers.'' These fathers had seen some positive effects of treatment, but continued to wonder whether their sons' behavior truly merited treatment. They were reluctant to use drugs to alleviate their sons' academic problems, but welcomed the effects of the drugs on improved athletic performance. The next largest group, at 27%, were ''tolerant non-believers.'' These fathers did not believe in the treatment of ADHD either at all or for their own sons, believing that ''boys will be boys''. These fathers did not actively oppose treatment, but many of the wives of these fathers reported having not informed them about the process until the boys had been assessed and treatment had begun. Only a small minority, just 18%, of the fathers were fully engaged in the diagnosis and treatment process from the beginning. Yet the diagnosis (and even more so the treatment) of ADHD, as for many child mental health issues, is complex and intensive, demanding repeated evaluations, working with school officials as well as with several health professionals, dedicated follow-up over time, and careful observation of the child (Hoza et al., 2000) .
Given the reluctance of men to fully participate in this process, the theoretical implication that emerges from a bargaining or marriage-market model of the household is that when women have relatively more resources, children would be more likely to have treatment for mental health issues.
In previous literature, theoretical attention has focused on two determinants of an individual spouse's decision-making power: the woman's independent income and assets (relative to those of her husband), and the legal and social environment surrounding divorce. The economic resources involved would include human capital such as health, education, and intelligence; unearned income; and assets derived from inheritances or otherwise. The external social and legal environment is deemed to matter through divorce laws-which stipulate how easy it is to divorce and common property is divided upon divorce-as well as features of the marriage market, such as the local ratio of men to women.
The literature in behavioral economics has demonstrated that how a game is framed-either explicitly or through culturally determined expectations-can have an effect on its outcome (Bowles, 1998; Camerer & Thaler, 2003; Kahneman, 2003) . Similarly, in intra-household decision-making, an expectation of what is socially appropriate is likely to determine the particular equilibrium that is reached. The marriage-market literature concretizes these insights, arguing that expectations emerge in part out of a balance between the supply and demand of potential marriage partners when couples are dating, and that these expectations persist into marriage. For example, there a range in the kinds of marital distributions that men and women perceive to be fair (Lennon & Rosenfield, 1994) , and these differences might arise from two competing social norms of how household income should be spent: whether it should be pooled and joint decisions made, or whether the earner should have greater (or exclusive) control over how his or her income is spent. If the social norm is to share income regardless of who earns it, then the non-cooperative equilibrium (which serves as a threat point), may still involve some level of income pooling. For households that perceive a social norm of sharing income equally, differences in relative income may in fact not lead to differences in decision-making power, and therefore may not affect outcomes.
In addition to social norms, however, there are important differences in the quality of relationships that may drive outcomes. Some relationships are characterized by a high degree of mutual respect, while in other couples there is a demanding, domineering, and perhaps even abusive partner, with the other partner in a clearly inferior or submissive position. Clearly such psychological features of a relationship will drive outcomes, yet have been little discussed in the literature. Lundberg and Pollak (1996) argue that the existence of wasteful phenomena such as domestic violence and child abuse is evidence of noncooperative equilibria-it may also more fundamentally be evidence of asymmetric psychological power, which in turn betokens a limitation of existing economic models of household decision-making.
Non-unitary household decision-making models have in common an assumption that economic variables constrain behavior of spouses who benefit from the collective gains from intra-household exchange. When one spouse exercises violence or threats of violence, however, he may compel behavior from the other spouse that may not be rational on strictly economic grounds. Domestic violence is an extreme example: victims regularly report being terrified of violent retribution if they do not accede to their abusive partner's wishes, and report feeling like they have no choice but to persist in a terrible relationship (American Psychological Association Presidential Task Force on Violence and the Family, 1996) . Economic models of household decisionmaking are only as good as the freedom of each spouse to decide where his/ her own best interests lie (Grossbard-Shechtman, 1993).
Empirical analyses of intra-household decision-making
Empirical work in this area has focused largely on developing countries, where there are strong social norms that would be expected to drive large differences in child well-being outcomes as a result of decision-making power differences. Typical results are that the financial and physical assets that women bring into marriage have been shown to be positively associated with nutritional and schooling outcomes in Malaysia (Kusago & Barham, 2001) and in Bangladesh and South Africa (Quisumbing & Maluccio, 2003) ; that greater unearned maternal income has been associated with better child nutrition and health measures in Brazil (Thomas, 1990) ; that pensions directed toward women in South Africa have been associated with better nutritional status among girls (Duflo, 2003) ; and that divorce law changes in the Philippines led to improvements in children's nutrition (Folbre, 1984) .
There has been considerably less empirical work in the developed-country context. Lundberg, Pollak, and Wales (1997) found that when the United Kingdom began to write checks for the governmental child benefit in the mother's name, rather than in the father's name as previously, household expenditures on children's clothing increased. A descriptive study found that households in which the wife's income was higher (as a proportion of the husband's income) spent more money on child care (Phipps & Burton 1998) .
The Phipps and Burton study presents a good opportunity to discuss the severe problems facing empirical researchers in this area. Almost any indicator of the wife's earnings relative to the husband's will have several effects upon 123 household allocation decisions, through relative prices in household production and through selection. When the wife earns more, the cost of her time in household production increases, and one would expect to see such households spending less time in household production, and hiring-in more such services. Even more importantly, marriages in which the wife has high human capital are likely to be marriages in which the husband has unobserved preferences for human capital. These preferences presumably carry over to his children, so that an observation that high wife's wages are associated with children doing well may be nothing more than an observation that men who care about human capital in potential marriage partners turn out to be caring fathers.
This point about the endogeneity of the wife's wage has been abundantly made in the empirical literature, which has struggled to find exogenous measures of the wife's decision-making power. Unearned income has generally been the favorite, but this, too, is not always exogenous. In traditional societies, men may feel threatened by women who have an independent source of economic power. Such a threat, after all, is the premise of the bargaining literature, and men would have to be economically irrational not to recognize it as such.
The exogeneity of the legal and social environment is more plausible, although individuals may self-select into appropriate environments by moving to states with programs and laws that benefit them more.
Investment in children's health and development in developed countries
The prior research on intra-household decision-making has unfolded largely in the context of developing countries, in which there are obvious potential investments in child health and development that are made at the margins-some households prioritize and are able to make investments in children's schooling, nutrition, and health care, while others are not. In developed countries, the marginal investments in children can be more subtle. Children's physical health problems are relatively rare in developed countries, nutritional status is generally good, and vaccination and school enrollment rates are universally high. The areas in which investment decisions are made at the margin are those which are inadequately covered by insurance, and/or which require an extra effort on the part of the parents. The health services literature clearly identifies one such opportunity for investment at the margin: children's mental health care.
Children's mental health
In a given year, some 21% of all children experience a mental health problem, and 11% of children experience significant functional impairment (Shaffer et al., 1996) . Considerable evidence exists that children's mental health problems are undertreated, with fewer than half and as few as 11% of children who screen positive for some disorder actually receiving treatment (Cohen & Hesselbart, 1993; Costello et al., 1997; Farmer et al., 1999; Haines et al. 2002; Leaf et al., 1996; Verhulst & van der Ende, 1997; Zahner et al., 1992) . The importance of these problems is heightened by the fact that over the last 50 years, the trend has been for ever earlier onset of mental health problems, now reaching well into childhood (Burvill, 1995) .
The decisions to seek treatment for children's mental health issues occur in a peculiar environment, substantively unlike other health care decisions for children and even unlike adult mental health treatment decisions. Children's mental health problems may develop slowly, subtly, or be difficult to distinguish from normal-though at times difficult-child and adolescent development. Depression in children (as for some adults) can manifest as physical symptoms, sometimes without report of psychological symptoms (Stewart, 2003) . Moreover, children rarely seek treatment on their own; instead parents make decisions about whether and how to seek treatment. However, they do so in a social context that can be confusing. School teachers and counselors exhibit some influence on the process (Farmer, Burns, Pillips, Angold, & Costello, 2003) , and this influence may or may not align well with the parents' own perceptions of the child's need for treatment. Parental perceptions or concern about stigma surrounding mental health problems continue to exist, and this stigma is strengthened by a belief on the part of many parents that effective treatments are not available, or that their child will not be wellserved by mental health providers (Richardson, 2001; Starr, Campbell, & Herrick, 2002) . Finally, unlike for most physical health problems, for which the child's primary care provider can provide some clarity and insight for parents as to the best care for their child, for mental health issues, many primary care providers are unsure of appropriate treatments and not comfortable dealing with mental health (Geller, 1999) .
In this environment, specialty treatment for mental health care is at the margins of care: some parents are willing and able to provide such treatment for their children, but others are either unwilling or unable. Specialty mental health treatment therefore could be expected to be sensitive to differences among households in maternal decision-making power. Specifically, the existing literature on intra-household decision-making, together with the literature on children's mental health treatment, suggest that children will be more likely to receive mental health treatment in those families in which the mother has relatively more decision-making power. As articulated above, this power is expected to be positively associated with the mother's independent earning power and by features of the legal and social environment.
3 An empirical model of intra-household decision-making and mental health specialty use
The analysis implements a logit regression of treatment for mental health problems by specialty providers. The explanatory variables include those that have been previously identified in the literature as contributing to the Intra-household decision-making and treatment for child psychopathology 235 123 probability of treatment (see (Zimmerman, 2005) , and include the child's race/ ethnicity, age, birth order, gender, insurance status, region and urbanicity of residence; as well as maternal and paternal education and employment status. Symptoms (S) are also included as important predictors of treatment, so that the resulting coefficient estimates on all covariates may be interpreted as the marginal effect of the variable upon the probability of treatment, controlling for underlying need, or symptom level. The Treatment Equation is
where M represents the marriage-market variables (the Divorce Index and sex ratio); x is a vector of child characteristics including insurance status, age, gender and birth order; z is a vector of household characteristics including the mother's and father's work hours, wages, and education; L represents two local factors that may confound the relationship between the marriage-market variables and mental health treatment: the local ratio of child psychiatrists per 1,000,000 population, and the level of state generosity of welfare payments; S is the indicator of symptoms, or need; and the a's are parameters to be estimated. This equation is estimated on the whole sample and also separately for high-conflict and low-conflict marriages, divided at the median. Doing so provides insight into how marital conflict affects the value of non-unitary theories of household decision-making.
Data

Data sources
Data for this study were drawn from the National Longitudinal Survey of Youth 1979 Children and Young Adults (NLSY-Child), an outgrowth of the original National Longitudinal Survey of Youth 1979 (NLSY79). The NLSY79, sponsored by the U.S. Department of Labor, began with a nationally representative sample of almost 12,700 individuals aged 14-22 years in 1979 who have been interviewed annually or biennially since. Blacks and Latinos were over-sampled to provide statistical power for analyses involving these important sub-groups, and population weights are available to draw valid national inferences. In 1986, the biennial NLSY-Child was begun as an extensive collection of information for over 11,000 children of the female respondents to the NLSY79 regarding developmental assessment, family background, home environment, and health history (Center for Human Resource Research, 2000) . Information for the NLSY-Child is obtained from the mother, the interviewer and sometimes the child (depending on the child's age). The records from NLSY79 and NLSY-Child are linkable via the mother's sample identification number. Data from both the NLSY-Child and NLSY79 were pulled for this study using the CHRR Database Investigator Software (Center for Human Resource Research, The Ohio State University, Build 1.4.1.57).
The initial cohort of respondents constituted a nationally representative sample of the US population. Attrition has been low overall and evenly distributed across relevant sub-groups (US Department of Labor, 2000) . Followup rates for the NLSY range from 85-90% by the late 1990's, and these rates are similar across different ethnic groups (US Department of Labor, 2000) . As a result, the analysis sample is highly representative of adults in the U.S. about 30 years old, not counting recent immigrants. Variables measured in the NLSY include a wide variety of high-quality health, demographic, and economic variables on both the parents and the children.
The sample included 5,869 children 7-14 years old in the year 2000, the most recent survey wave available. Only children of continuously married couples are included in the sample. As discussed above, the requirement that the marriages have lasted 7 years implies that those couples for whom divorce was in the cards would already have become divorced, since over half of divorces occur in the first 3 years (Huston, Caughlin, Houts, Smith, & George, 2001; Carrere, Buehlman, Gottman, Coan, & Ruckstuhl, 2000) . Because of missing data in the treatment or symptom data, the analytical sample included between 4,959 and 5,869 children, depending on the sample. Population weights were used to make nationally representative inferences, and the Huber-White estimator of variance was used to adjust the estimated standard errors to account for clustering of children within counties, the primary sampling unit for the NLSY, and the level at which the sex ratios were measured.
Data for the calculation of the local ratio of men to women (the sex ratio) were from the U.S. Census 1980 Census , 1990 Census , and 2000 SF3 (summary file 3), extracted using Geolytics software. Following Grossbard-Shechtman (1993) , the measure is defined as the average sex ratio over all places lived when the mother was ages 23-27-years-old, weighted by how long she lived in each place. Data for intercensal years was determined by linear interpolation. To facilitate interpretation, the sex ratio was normalized by subtracting the mean and dividing by the standard deviation. Table 1 presents descriptive statistics on the variables used in the study. The outcome of interest is maternal report of whether the child had seen a specialty mental health service provider since the previous interview (about 2 years before), including visits to psychiatrists, psychologists, or counselors for any emotional, behavioral or mental health problem. A follow-up question asked the reason for the visit, so that it is possible to analyze visits for depression and for externalizing behavior problems separately. In what follows, ''ADHD'' will be used as shorthand for externalizing behavior problems, which included the following three possible reasons for seeking help: ''Attention Deficit/ Hyperactivity Disorder (ADHD, ADD)'', ''Behavior Problems In School/ Preschool'', ''Unmanageable, Temper Tantrums, Disruptive, Hyperactive''.
Specific variables: main outcomes and predictors
Two variables measure marriage-market factors: the extent to which divorce laws tend to be favorable to the interests of women, and the local ratio of men to women. Although almost all states had adopted some form of ''no-fault'' divorce by the time of the data of this analysis, there was still considerable variation in how easy it is to obtain a divorce. For example, a Higher values for these variables correspond to more bargaining power for wives some states require a lengthy separation before a no-fault divorce is granted or a unilateral divorce is quite expensive. Following previous work in this area (Gray, 1998; Chiappori, Fortin, & Lacroix, 2002) these states are classified as not true ''no-fault'' states. By reducing the burden of seeking a divorce, no-fault divorce laws are assumed to increase women's bargaining power to the extent that divorce is a threat-point in intrahousehold bargaining. 1 Some states help to enforce alimony and support payments by allowing the court to collect such payments directly from the ex-husband for distribution to the ex-wife. From the mother's perspective, such provisions simplify (and make more certain) the collection of payments in the event of a divorce, and would therefore be expected to improve her divorce threatpoint utility. Many states allow for a spouse to make a claim against professional degrees in the division of property. Since husbands are more likely to have such degrees, a statutory provision to consider the income flow from such an asset in a divorce settlement increases the wife's decisionmaking power. Finally, some states provide for a division of property under a community property framework, in which the principle is equitable division.
Since in most marriages the husband has earned more than the wife, a community property law is an advantage to wives over the alternative system of common law, in which the courts have less capacity to promote equitable division of property. These four attributes together define a legal environment which can be more or less hospitable to women seeking or contemplating divorce. A Divorce Law Index was created by summing indicators for the presence of these laws in each state, and ranged from 1 to 4. This index is the same as that used previously (Chiappori, Fortin, & LaCroix, 2002) . Because only one state had an index value of 4, it was combined with the states with values of 3 to create a single category. The breakdown of the divorce index values is presented in Tables 2 and 3. The ratio of men to women (the sex ratio) is a second marriage-market factor used here. A higher sex ratio creates more favorable marriage-market conditions and enhances a wife's utility under divorce, and therefore should enhance her decision-making power within marriage.
Specific variables: additional covariates
The analysis also controls for other state-specific variables that might have an effect on the outcome. The most obvious of these is the availability of mental health specialty treatment for children. The county ratio of child psychiatrists per 1,000,000 population, (taken from the Area Resource File), and a measure of state generosity to control for the possibility of risk-based selection of needier populations to more generous states. Generosity of state spending was measured as the financial standard (or dollar amount) for a family of family of four receiving benefits under Aid to Families with Dependent Children (AFDC) in 1995, as reported in the Urban Institute's Welfare Rules database (see http://anfdata.urban.org). We use data from 1995 rather than more recent data because the welfare reform act of 1996 greatly proscribed states' latitude in setting welfare payments. Finally, regional dummies and indicators of rural/ urban residence were also included.
To control for underlying need for treatment, two measures are used: the child's total score on the Behavior Problems Indexinstrument and the child's score on the negative hedonic temperament scale at age 2 (assessed by maternal report). The negative hedonic score is composed of 11 items including whether the child smiles in certain situations (in bath, playing) and whether he/she cries or is upset in certain situations (during day, around loud sounds, etc). Since it had been measured many years prior to the treatment decisions, it is not simultaneously determined with treatment. The Behavior Problems Index (BPI) is a parental-report behavior-rating scale, which includes items such as ''frequently restless'', ''has trouble concentrating,'' ''has sudden changes in mood'', and so on. Because it depends on parental evaluation of behavior, it is not a diagnosis-based indicator of psychopathology. As such, it should not change in the wake of a visit. The BPI has been validated in several studies (Baker, Keck, Mott, & Quinlan, 1993) , and is derived in large part from the Achenbach Child Behavior Checklist, a well-known parental-report behavior rating scale. The raw scores of the BPI have been rescaled to facilitate interpretation, so that the standard deviation is 1.
Controls for the child's age and age-squared are included, as well as the child's gender and birth order. Dummy variables are included for whether the child is covered by private insurance or by Medicaid. The log of total household income is included, along with the log of father's wage income. The log of mother's highest grade completed is included. In preliminary analyses, this specification provided a better fit to the data than other specifications for mother's education. Dummies are included for whether the mother works part time or full time (as opposed to not at all).
Relationship quality
In the year 2000 survey wave, respondents were asked a set of 11 questions about the quality of their marital relationship. Questions included items such as Intra-household decision-making and treatment for child psychopathology 241 123 as appropriate) into a measure of marital relationship quality ranging from 11-44. For stratified analyses, the sample was divided into those above versus below the median value on this scale. Table 4 presents the results of the logit regression of whether the child had a mental health specialty visit for any reason (first column), for depression in particular (second column), or for ADHD (third column). Because the outcome is relatively rare, the logit coefficients can be exponentiated to obtain more easily interpretable odds ratios. The main predictors are the marriagemarket variables. Higher values represent a social and legal environment that is friendlier toward women, and are assumed to correspond to greater female decision-making power.
Results
The results in Table 4 present a clear relationship: children in areas with marriage-market factors more favorable to women are more likely to have mental health specialty care, controlling for their need, insurance status, mother's education and working hours, and other relevant covariates. Those children in the two best of the four divorce law categories are over twice as likely to receive needed care as those in the worst of the four divorce law categories. A similar relationship holds for the role of divorce laws for depression treatment in particular, although the results do not achieve significance. For mental health care for ADHD, the results are stronger, with children in areas with the highest divorce law category about four times as likely to receive needed treatment as those in the lowest divorce law category, a result that is highly significant. In addition, in all three models, there is a clear dose-response pattern, with those in the highest divorce law categories faring better not only than those in the lowest category, but also than those in the medium category, themselves better off than those in the lowest category.
The sex ratio achieves significance only for ADHD treatment specifically, for which a 1-standard-deviation increase in the sex ratio is associated with about a 34% increase in treatment probability.
The effects of the BPI indicators of current need are all large and highly significant, as expected. Controlling for current symptomology, past negative affect is associated with a reduced likelihood of treatment. This result suggests that parents of children who have for a long time had personalities that predispose them to depression are less likely to seek treatment for children. A possible reason is that they might ascribe ongoing symptoms of distress to traits (which are impervious to treatment), rather than to current emotional states (which can be remedied).
Only-children are more likely than children with siblings to receive depression specialty care. For children with siblings, birth order does not have a significant affect on the probability of receiving treatment, with the exception that middle children are less likely than either older children or youngest a Higher values for these variables correspond to more bargaining power for wives. The lowest Divorce Law Index category is the base category b Oldest Child is the base category c Mother not working is the base category d BPI score is total BPI score in ''Any Visit'' regression; BPI depression score in ''Depression Visit'' regression; and BPI hyperactive score in ''ADHD Visit'' regression children to received needed treatment for ADHD. Girls are no less likely to get needed treatment than are boys, and the interaction of gender with symptomology is not significant. African-American children are about as likely to receive treatment as White children, while Latino children are less likely to receive treatment for any visit, and for both depression and ADHD specifically. Other research has shown that African-American men are more likely to suffer depression than White men, controlling for a host of socio-economic characteristics (e.g., Zimmerman, Tracy & Bell, 2006) , so the result here that treatment probabilities for children are similar across these two racial groups suggests that distress among African-Americans experienced in adulthood does not represent residual problems untreated in childhood.
Children are somewhat less likely to get specialty care when the mother works full time as opposed to not working outside the home, although there is no effect of part-time employment.
Tables 5 and 6 separate the sample into the high-conflict and low-conflict groups. As predicted, the divorce law categories not only maintain significance in the low-conflict sub-sample, but also have a stronger effect. With the exception of depression visits, a clear dose-response pattern is discernible. By contrast, the magnitude of the effect of the Divorce Law Index is considerably reduced in the high-conflict sample, and loses statistical significance.
The sex ratio is not significant in the high-conflict sample. In the lowconflict sample, a more favorable sex ratio is associated with greater likelihood of treatment for ADHD, but not for depression or for any visit.
For effects of the family, child, and community variables, there are few important differences between the low-conflict and the high-conflict sub-samples.
Conclusions and implications
The results presented here suggest that marriage market factors influence whether children get treatment for mental health problems. It also appears that the presence of conflict in a marriage is a significant effect modifier, such that in conflictual marriages the marriage market variables matter less to outcomes than in non-conflictual marriages. Existing theoretical models in the literature are inadequate to capture or explain differences in decision-making behavior in high-conflict versus low-conflict marriages. The following theoretical model provides a theoretical framework in which the relevance of conflict is highlighted.
The central insight of the model is to incorporate the role of violence and the threat of violence into a model of household decision-making. Some equilibria are maintained by reference to the marriage market factors that have been the core of this analysis. However, other equilibria are maintained through violence, and these equilibria may or may not be influenced by marriage market factors. Just as a mugger with a gun can induce a stranger to part with his money, so an abusing spouse can unilaterally maintain an , 1996) . These numbers may be conservative, because violent coercion can be psychological, rather than physical, and/or can be directed at children, rather than only at the spouse. That this violence constrains choices has long been clear to mental health researchers, who have noted that much of the violence occurs after partners have separated. It is the threat of such violent retribution that keeps spouses-predominantly women-in abusive relationships (American Psychological Association Presidential Task Force on Violence And The Family, 1996) . Economists have also recognized that if marriage partners are not free to choose, then they are not free to take advantage of their market power, and economic models that focus on the determinants of market power are inadequate (Grossbard-Shechtman, 1993) . This section presents a simple theoretical model that explicitly incorporates the role of violence. Investment in the child is assumed to be a public good within the household, in that the child's development is a non-excludable good to which both adult members contribute. There are in addition private goods enjoyed by the husband (h) and wife (w), who determine household resource allocations to maximize their joint utility surplus over a threat point (s h , s w ).
Outcomes are also affected by either the husband's or the wife's use or threatened use of violence within the marriage. The model posits that in marriages with violence, there is an imbalance of psychological standing, which distorts whatever outcome might arise purely from the economic variables. The psychological standing is represented by the parameter w, which varies from 0 to 1: at w = 0 the wife has no psychological standing, and at w = 1 the husband has none. In extreme cases, when the husband threatens violence against the wife, he is able to all but completely wipe out the impact of the relative economic decision-making power and impose his will unilaterally. This extreme is represented by w = 0. At the other extreme, the wife may threaten violence against the husband, and impose her own will on him, represented by w = 1. Short of these extremes are situations in which one spouse undue psychological influence over the other one. 2 Relationships in which spouses have a high degree of mutual respect for one another are more likely to be psychologically equal (w = .5). In this case, the allocation outcome will more closely reflect true differences in preferences within the marriage and utility of the threat point. History and literature abound with examples of both kinds of extremes, as well as many examples of relative psychological equality and mutual respect.
The joint utility maximization takes into consideration the threatpoints and the psychological standing of the members:
MaxU ¼ ½U h À s h ð1 À wÞ Â ½U w À s w w In this equation it is clear that the parameter w weights the spouses' relative decision-making power, and affects the allocation equilibrium.
This model is essentially the same as that of Chen and Woolley (2001) , except that the parameter w here is explicitly understood as a characteristic of relative psychological standing or respect within the relationship.
Individual utilities are a function of private (x h , x w ) and public (q) goods:
As long as the parties stay married, there is a single budget constraint, which limits total expenditure on public and private goods to be less than total income (I h + I w ). Prices are p h , p w , and p q for the price of the husband's private goods, the wife's private goods, and the public good, respectively:
Income arises out of a set of decisions (not explicitly modeled here) on hours of labor supply (H h and H w ), together with the wage of each spouse (w h , w w ): The model can then be solved for the optimal level of investment in the public good, as a function of wages, prices, M and the parameter of psychological balance: qÃ ¼ qðp h ;p w ;p q ;w h ;w w ;M;wÞ An implication of the model is that, for w = 0 or w = 1, the marginal effect of marriage market factors on the outcome will be zero, @qÃ @E ¼ 0 ifw 2 0; 1 f g Moreover, the marginal effect approaches zero as w approaches 0 or 1. This model is not formally tested by the empirical analysis here, and an empirical test would be difficult to implement without more detailed information on marital quality. However, the empirical results are consistent with the theoretical model if one accepts the assumption that the degree of conflict in a marriage is a proxy for the psychological imbalance (w) within it. This assumption seems reasonable. It is possible that high-conflict marriages would be marriages of relative psychological balance, with w close to .5. However, it seems implausible that marriages of psychological imbalance, with w close to 0 or to 1 and characterized by violence or threats of violence, would be free of conflict. While conflict is not perfectly correlated with the theoretical measure of psychological imbalance, it is sufficiently conceptually analogous to serve as a useful proxy.
In summary, the results tend to support the conclusion of the existing literature, with several important new insights. First, here as in the vast majority of previous work, the household generally is shown not to follow a unitary model. Factors that affect marriage market conditions, particularly state divorce laws, significantly contribute to whether children obtain needed mental health treatment. As has been shown in other contexts, for specialty mental health care, children do best when mothers have relatively more decision-making power. This effect occurs in the context of a nationally representative sample of mothers in their 30's in the United States.
Second, the findings here suggest that the degree of conflict within the marriage may be an important factor in determining the nature of household decisionmaking. In marriages characterized by little arguing and a lot of calm discussion, divorce laws help determine outcomes. Not so in marriages characterized by much arguing and little discussion, implying an erosion of mutual respect. In contrast, sex ratios seem to be more influential in high-conflict marriages.
There are two potential policy implications for those wanting to improve mental health outcomes for children: improve women's status or change men's preferences. The majority of previous literature has focused on economic or social constraints while treating the household as a single, unified decisionmaking unit. This analysis suggests that for many-but not all-households this approach may be unsuitable. For many households women and men appear to have divergent preferences and appear not to speak with a single voice about whether to seek mental health treatment. If so, then this analysis suggests that an important complement to traditional approaches to enhancing treatment uptake would be to sensitize men to the importance of mental health treatment.
